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Indiana State
Department of Health

Vision

Understandinghe circumstancesausinga O K A de&till help preventother deaths,poor health outcomesand
injury or disabilityin other children.

Mission Statement
TheStatewideChildFatalityReviewCommitteewill work to supportthe LocalChildFatalityReviewTeamsby providing

guidance gxpertise,and consultationin analyzingand understandinghe causestrends,and systemresponsego child
fatalities,andto makerecommendationsn law, policyand practiceto preventchilddeathsin Indiana.

Function

Advisethe governor legislature state agenciesaandthe publicon changesn law, policyand practiceto preventdeaths
to childrenandimprovethe overallhealthandsafetyof L Y R A thijflie &

Recommendmprovementsin protocolsand proceduredfor/to the IndianaChildFatalityReviewProgram.

Recommendaystemamprovementsin policyand practicefor state andlocalagenciesn order to improvetheir
effectivenessn identifying,investigatingrespondingto and preventingchildfatalities.

Providesupportandexpertconsultationto the LocalChildFatalityRevew Teams.

ReviewL Yy R A ¢hijl m@tality dataand LocalChildFatalityReviewTeamreportsto identify causesriskfactorsand
trendsin childfatalities.

Provideanannualreport on child fatalities, to includemortality data, StatewideChildFatalityReviewCommittee
recommendationsnd an overviewof the IndianaChildFatalityReviewProgram.
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INTRODUCTION

Deathratesfor infants,childrenandteensare widely recognizedasvaluablemeasureof the overallwell-beingof a

a 0 | kBe8itR Wentifyingthe keyriskfactorsassociatedvith child deathsprovidesthe basisfor respondingn ways
that help protect our childrenand keepthem safe.Researcltonductedover more than 25 yearshasproventhat
preventionor significantreductionsof child abuseand neglectfatalities, aswell asother typesof seriousinjuriesand
deaths cannotbe achievedwithout more completeinformation abouthow andwhy childrenare dying.Without such
information, manychild deathsgo underreported and are often misclassifiedA systemof comprehensiveshild fatality
reviewis amongthe bestwaysto understandwhy our childrendie, how we canpreventdeaths andhow to improve
the healthandsafetyof our children.

In calendaryear2018,934 childrendiedin Indiana.Theannualreport of IndianaStatewideChildFatalityReview
Committeepresentsinformation on the changedo Indianalaw overthe lastseveralyears,andthe activitiesof the
IndianaStatewideChildFatalityReviewCommitteeduringthis time.
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EXECUTIVEUMMARY
Indiana StatewideChildFatality ReviewCommittee
AnnualReporton ChildDeathsfor Calendar Year2018
Submitted:December31, 2019

ReportSection PageReference

Background Page9

ChildFatalityReviewwasestablisheduy legislationin Indianain 2006in responseo the needto better understandwhy
childrendie. Participationin ChildFatalityReviewwasvoluntaryuntil 2012, whenchangedgo Indianalaw mandated
regionalteams In 2013,changesdn statute requiredthat localChildFatalityReviewteamsin eachindianacounty review
the deathsof childrenyoungerthan 18. Themulti-disciplinaryteamsare requiredby statute to reviewall child deaths
that are sudden,unexpectedor unexplainedassessedby the IndianaDepartmentof ChildService®r arethe resultof
homicide,suicide,accidentor anunknownreason Indianastatute alsoplacedChildFatalityReviewunderthe auspices
of the IndianaStateDepartmentof Health(ISDHRandrequireda state child fatality reviewcoordinator be hired to
providesupportandtechnicalassistancdor the IndianaStatewideChildFatalityReviewCommitteeandthe localteams.

Thisreport outlinesthe work the IndianaStatewide ChildFatalityReviewCommitteeis doingto makea differencein
communitiesacrosdndiana.Preventioninitiativesand collaborationsare presented,aswell asimprovementsfor
educationaland capacitybuildingopportunitiesfor localteams.TheChildFatalityReviewprocesshasraisedawareness
in Indianacommunitiesand hasled to a clearerunderstandingdf agencyand systemicresponsibilitiesand possibilities
for collaborationon efforts addressinghild healthand safety.

ThePublicHealth Child FatalityReviewProcess Pagel0

ChildFatalityReviewteamsconsistof individualsrepresentingagenciesesponsiblgor respondingto child deathsor for
protectingO K A f RedIB gh@/ér safety. Teammembersincluderepresentativegrom law enforcement,child

protective services|ocal prosecutingattorneys,coroner,localhealth departmens, EMSfire departmens, schoos, and
a pathologist.Ad hocmembersfrom other agenciesnvolvedin protectingO K A f RedB gn@safetyare alsoaskedto
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serveon teamsasneeded.Most reviewsare conductedat the locallevel,andall reviewsconcludewith two questiors:
Wasthis death preventableAf so,how? Theinformation collectedduringthe review processhelpsaugmentvital
recordsdataand providesvaluableinsightinto the causesand circumstancesurroundingchildfatalitiesin Indiana.
Locateamsmonitor childdeathtrendsin the community,sharethe lessondearned,and spearheadbr participatein
localprevention activities.

Localreviewteamsmayservecountyor regionaljurisdictions,andthe agencycoordinatingthe localteamsvaries.These
teamsare askedto submitcasereviewreportsto the ISDHStateChildFatalityReviewProgramCoordinator. Thelndiana
StatewideChildFatalityReviewCommitteereviewsthe aggregateor individualfindingsof localteamsand makes
recommendationgor preventionandimprovementsto state policiesand practices.

CurrentStatusof LocalTeams Pagel3

Bythe endof 2018 610f L Y R A 92¢durdeéshadeitherimplemented,or were in the processof implementing their
localreviewteam. With increasedechnicalsupportand oversightfor theseteams,reassessmentf their activities
and capacityshowedmanycountieswere strugglingto maintaincontinuity. ThelndianaStatewvide ChildFatality
ReviewCommitteeAnnualReporthighlightsthe activitiesof the IndianaStateChildFatalityReviewProgram as
processedor supportingchildfatality reviewexpandedhroughout2018

Initiatives AddressingOur Mission Pagel3

ThelndianaStatewideChildFatalityReviewCommitteecontinuedongoingsupportandtrainingto the localchild fatality
teamsacrosghe state. SuddenUnexplainednfant DeathinvestigationSUIDIjrainingwasofferedto deathinvestigators;
data quality trainingwasprovidedto multiple jurisdictionsin an effort to improvebestpractice;a training conferencefor
localteamsandother injury preventionexpertsin Indianawashosted;the SUID/SD€aseRegistrywasimplemented,;
Indianajoined multi-state LearningCollaborativesaround SUIDand youth suicidepreventiorn and a retrospectivereview
andanalysiof youth suicidedn Indianawasconducted

CaseReviewand Report Pagel7

In 2017 ,the IndianaStatewideChildFatalityReviewCommitteebegana retrospectivefatality review of all pediatric
suicidesoccurringin 2015and 2016.After nearlytwo yearsof gatheringappropriaterecordsanddiscussingachcase
trend dataandrecommendationsvere developed Recommendationare dividedinto categoriesof prevention,
intervention,and postvention,andall addressthe needto improvel y R A ¢tagakit@aicarefor youth at riskfor suicide,
andimprovethe responsesndinvestigatiorwhena child diesby suicidein our state.

For more information:
GretchenMartin, MSW

Director

FatalityReview& Prevention
IndianaStateDepartmentof Health
317.233.1240
Gmartinl@isdh.in.gov
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BACKGROUND

In 2006, Indianalegislationinitiated a child deathreview system,designedo producean accuratepicture of eachchild
death,identify the riskfactorsinvolved,andto inform injury preventionefforts. While the programhasevolvedand
adaptedto meet new challengesthe objectiveshaveremainedthe same.Theprogramidentifiesthe riskfactors
involvedin child deathsand respondswith multi-levelpreventionstrategies.

Throughcontinuedevolution,includinga 2012legislativeupdatethat attemptedto standardizeand coordinatethe
processn responseo state need,the IndianaChildFatalityReviewProgramhasgrownincreasinglymore effective,
relevantand sustainableChangeso IC31-33-24 and IC31-33-25 mandatedthat the IndianaDepartmentof Child
ServicegDCSgstablisha multidisciplinaryLocalChildFatalityReviewteamin eachof the DCSyeographicategions.This
legislationrequiredthat everylndianacounty maintaina multidisciplinarypanel,at a minimum comprisedof a coroner,
law enforcement,a pathologist.fire or emergencymedicalrespondersa schoolrepresentative a physiciana
prosecutor,publichealthrepresentativesand DCSto examineanydeath of a childthat is sudden,unexpectedor
unexplainedassessedly DCSr the causeis listed ashomicide,suicide,accidentor undetermined Thislegislationalso
allowedthe teamsto includeoptionalmembersat the discretionof the panel. Theteamsdid not actasaninvestigative
body, but their purposewasto enhancethe knowledgebaseof the mandatedinvestigatorsgvaluateand address
potential serviceneeds,dentify andimplemert preventioninterventionsfor the family and community,andenhance
multidisciplinarycommunicationsand coordination.

Beginningn 2013, Indianalegislationmovedthe IndianaStatewideChildFatalityReviewCommittee(statewide
committee)andthe LocalChildFatalityReviewTeamglocalteams)from the DCSn Title 31to Title 16, underthe
auspicef the IndianaStateDepartmentof Health(ISDH)Thisnew law, IC16-49, alsorequired multidisciplinaryChild
FatalityReviewteamsto be implementedat the locallevel,with coordinationand supportfor the localteamsand
statewidecommitteeto be providedby the ISDHIt alsorequiredthat the ISDHreatea coordinatorpositionto help
supportthe localteamsand statewidecommittee.

IC16-49 madethe prosecutingattorneyin eachcountyresponsiblegfor establishinga ChildFatalityReviewCommittee.
Thememberswereto includethe prosecutingattorney or their representative the county coroneror deputy coroner,
andrepresentativesrom the localhealthdepartment,DCSndlaw enforcement.TheChildFatalityReviewCommittee
then selectedmembersto serveon the localteam and determinedwhether or not to establisha county ChildFatality
Reviewteam or enter into an agreementwith anothercountyor countiesto form aregionalChildFatalityReviewteam.
Theprosecutingattorneyisresponsibleor filing areport with the state coordinatoroutliningthe type of team selected,
the membershipof the localteam and anyassistanceequiredby the coordinator. Oncethe localteam hasbeen
implemented,the team membersare taskedwith choosinga chairpersoro facilitate team meetingsandserveasa
liaisonwith the state coordinator.

Whilethe localli S | ¥fitega for selectingwhichcasego reviewremainedunchangedvith the movefrom Title 31to
Title 16,1C16-49-3-4 requireslocalhealth officersin eachcountyto provideall deathcertificatesfor childrenyounger
than 18 yearsof ageto their localteam sothe team candeterminewhich casegneetthe criteriafor review.

Thelocalteamsgatherasmuchinformation aspossibleto determinethe mostaccuratemannerandcauseofaOK A f RQ &
death,with afocuson future opportunitiesto improve prevention. Teammembersshareinformation, disawssand

prioritize child healthandriskfactorsand promote localeducationand community-basedprevention programs.The

goalof the programisto havelocalteamsin everycountysothat localinitiativesfor injury preventioncanbe
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implementedto reducechildinjury anddeath. Thestatewidecommitteewastaskedwith reviewingcaseinformation,
submittedby the localteams,to identify statewideinjury trendsand developstrategiesto helpinform injury
preventionefforts.

About900childdeathsoccureachyearin Indiana,and approximately35%merit review by a fatality reviewcommittee.
Tocomeunderreview,the causeof death mustbe unclear,unexplainedpr of a suspiciousircumstanceto includeall
accident,homicide,suicideor undetermineddeaths Any deathassessethy DCSs alsoreviewed Suddeninfant Death
SyndromgSIDS¢asesareincluded evenif the deathis classifiedasnatural. Theteam mayreviewany case includinga
naturaldeath,if teammembersare concernedhat the deathwasunexpectedor unexplainedoy the causeand manner
of death.

Since2012,the IndianaChildFatalityReviewProgramhasusedthe web-basedNationalCenterfor FatalityReviewand
Prevention(NCFRR) ChildDeathCaseReportingSystem(CDRCR$ Thesystemallowsfor standardizeddata collection
andreporting by localandstate users.Utilizingconsistentdata collectionand reporting practiceswill further enhance
knowledgeandidentificationof trendsand patternsof riskandleadto improvedchild deathinvestigationsThis
practicehelpsidentify gapsin community-basedservicesandimprovethe implementationof preventionpracticeson
the local,state and nationallevek. Thesucces®f this processof data collectionandreportingis deperdent on the
supportof the county-basedteam members who volunteerfor this difficult work. Whenlocalteamsmeet andreview
child deaths,inputting their data, findingsandrecommendationss keyto ensuringthe statewidecommitteeis ableto
tracktrendsandmonitor the preventionwork beingdoneacrosshe state.

THEPUBLIGHEALTKCHILOFATALITREVIEWROCESS
Accordingo the NCFRRhere are sixstepsto a quality reviewof aO K A de®RQ &

wShare,question,and clarify all caseinformation.

wDiscusghe investigationthat occurred.

wDiscusghe delivery of serviceg(to family, friends, schoolmatescommunity).

wldentify risk factors (preventablefactors or contributing factors).
wRecommendystemsimprovements(basedon any identified gapsin policy or procedure).
wldentify and take actionto implement preventionrecommendations.

Theultimate goalof the IndianaChildFatalityReviewProgramisto decreasehe incidenceof childinjury anddeath
through preventionefforts. Thisis done by monitoringdata, identifyingtrends, injuries,and deathsthat maybe
preventable andreviewingandlearningfrom the reported deaths.In collaborationwith key partners,thislearningis
appliedto developingrecommendationsand communityinterventionsthat mayhelp preventinjuriesandfuture child
deaths.

Indianadeath certificatesidentify deathsby mannerand cause
After a persondies,the countycoroneror other appointedreportingauthority will determineboth a causeand manner

FatalityReviewteam review of the death,the i S | ¥e@éminationof causeand mannerof deathmaydiffer from
thoserecordedon the deathcertificate.
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Mannerof death
Themannerof deathdescribeshow the deathoccurredandfallsinto one of five categories:
1) Homicide
2) Suicide
3) Accidental
4) Naturalcauses
5) Undetermined

Natural deathsincludemedicallyrelated deathsfrom illnessessuchascancer prematurity or congenitaldefects.
Accidentaldeathsincludetypesof unintentionaldeathssuchasfire, falls,auto/pedestrianfatalitiesand drowning.

Homicidesare deathsof one humanbeingat the handsof another. Theterm homicideis usedregardlesf the
LIS NLJIS {inNdntiad Nédiibeseventsrangingin scopefrom accidentswithout clearintention to the opposite
extreme,anactof violence.

Suicideis death causedby seltdirectedinjuriousbehaviorwith anintent to die becauseof that behavior There
maybe awide variety of circumstancesurroundingsuicidedeaths,includingcontributingfactorssuchas
behavioralhealthissuessubstancaise,bullyingor terminalillness.

Undetermineddeathsare thosesituationswherethe pathologistand/or coronerare unableto pinpointafinal manner
of death. Thesetypesof casegdypicallyinvolveinformation from the investigationthat is either incompleteor
conflicting,whichimpedesthe LJ ( K 2 £ 2 3 A aabidydan@ikafBaydstatiRidation.|t mayalsoincludecases
whereby,after acompleteinvestigation the intent surroundingthe deathis unclearandit cannotbe determinedif

the deathwasdueto anaccidentor intentional circumstanceForexample it maynot be clearwhenafirearmdeathis
dueto anaccident,suicideor homicide.

Cause of dath

Thecauseof deathrefersto what specificallykilled the person(drowning,overdose carcrash suffocation,etc.). For
example the causeof deathmaybe determinedto be from drowning,but the mannerof deaththen describeghe
intent surroundingthe death (homicide,accident,or undetermined).

While mannerand causeof death are separate the combinationof the two defineshow the deathoccurred.ForChild
FatalityReview knowingif the injury wasunintentional,intentional or undeterminedwill allow for a better
understandingpf how the child died. Most ChildFatalityReviewfindingscoincidewith the death certificate mannerof
death, but there maybe instancesvherethey do not. Thiscanoccurwhenother factorsgleanedfrom the review
processwere not readilyavailableat the time the death certificatewascompleted.

Preventability
Injury preventionis a critical componentto ensuringpublichealthand safety. TheWorld HealthOrganizatioWHO)
PublicHealthApproachto Injury Preventionconsistof four steps:

1) Definethe problemthroughthe systematiccollectionof information aboutthe magnitude,scope,
characteristiceandconsequencesf injury;

2) Establishwhy theseinjuriesoccur,usingresearchto determinethe causesandcorrelatesof injury, the factors
that increaseor decreasehe riskfor injury, andthe factorsthat couldbe modified throughinterventions;
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3) Findout whatworksto preventinjury by designingjmplementingandevaluatingnterventions;and
4) Implementeffectiveand promisinginterventionsin a wide rangeof settings.Theeffectsof theseinterventions
onriskfactorsandthe target outcomeshouldbe monitored,andtheir impactandcosteffectivenessvaluated.

ChildFatalityReviewis a publichealthinjury preventionprocesshat examineshe preventabilityof the circumstances
andriskfactorsinvolvedin aO K A de&iQTheoverallgoalisto improvethe health and safetyof all childrenby
identifyingandunderstandinghe factorsthat placeachild at riskfor ilinessor injury.

Most reviewmeetingsare held asretrospectivareviews Theseusuallytake placeafter the investigationis completeor
caseinformationisreadilyavailable Someteamsmayhaveimmediateresponseaeviewsthat typicallyoccurshortly
after adeath, usuallyanincidentthat is unexpectedor unexplained Usingthis method, the teamis ableto discussase
informationimmediately thereby affectingthe processes&nd proceduresusedduringthe activeinvestigationof a

O K A de&MTistype of reviewmayassistiaw enforcementwith evidencegatheringduringthe investigationand DCS
in its work to protect other childreninvolved If ateam choosesanimmediateresponsereviewbut hasstanding
meetingdatesfor retrospectivereviewsaswell, then it islikely that the casewill gothroughboth typesof review. In this
way, the ChildFatalityReviewprocessactsasatool for coordinatingdeathinvestigationsand deliveryof servicesas
well asa sourceof information for identification of riskfactorsand preventionof additionaldeaths.

ChildFatalityReviewteamsmay define a deathaspreventablewhensome
reasonableactioncouldhavepreventedthe death. Teammembersmay
determinethat the riskfactorsor circumstanceshat causedor contributedto
adeathwere preventable but they maynot know, at the time of review, how
it couldhavebeenprevented.Teamswill often revisitthe prevention
discussiorwhenadditionalinformation providesfurther insight.

Evenif a particularcaseis deemedd LINE &dt I0INIS & S y thd-Child S > ¢
FatalityReviewprocesssvaluablein improvinginteragencycollaboration, i
investigationpracticesandidentifyinggapsin communityserviceor access =
to resourcesForthis reason,manylocalteamsmakerecommendationsnd e
initiate changesevenwhena particulardeathis not deemedpreventable. o

Figurel: Safety Sam, a lifsize animatronic
robot on an ATV, works with the Department
of Natural Resources to teach children about
safe use of ATVs.
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CURRENSTATU®FLOCADTEAMS

SincelC16-49 becameeffectivein July2013,the statewide
committee hascontinuedto work to supportthe newlocalteams S

. . . . . Child Fatality Review
duringthe transitionand provideguidanceand expertisewhere County & Regiond Teams
needed.Themapbelow (Figure2) showsthe progressiorof the
developmentof the localteamsthrough December2018. Official
teamsarethosethat havesubmitted FatalityCommitteeReportsto
the state coordinata, non-officialteamsare thosethat havebeen
implementedbut haveyet to submittheir FatalityCommitteeReport 4 oo s
. . | offeial Gounty
to the state coordinator, and unverifiedteamshavemadecontact 2] oot couy
with the state coordinatorandare in the processof team e

implementation.

PerlC16-49-3, eachestablishedocalchild fatality reviewteamwill
submitanannualreport of activitiesto the statewidecommittee.
Many localteamshavenot historicallysubmittedthe requisitereports
dueto turnoverandother issuesThestate coordinatorand ISDH
Divisionof FatalityReviewand Preventionworkedwith localteamsto
facilitate submissiorof thosereportsin 2018, resultingin a significant
increasen reports. Annualreports submittedby localteams,as
mandaed, are availablein Appendix(A). e
Figure 2: Status dhdiana Child Fatality Review Network

Thestatewidecommitteeemphasizeshe importanceof data
entry into the CDRCRSHavinglocalteamsinput dataand activitiesfrom their casereviewsinto this systemmakesit easy
for the statewidecommitteeto accesgheir aggregatdindingsand preventionefforts.

INITIATIVEBDDRESSINGURMISSION

SUID/SD¥aseReqistry

ThelSDHDivisionof FatalityReviewand Prevention(FRP)in cooperationwith the statewidecommittee,appliedfor and
wasawardeda grantfrom the Centerdfor DiseaseControland Prevention(CDCJo participatein the SuddenUnexplained
Infant Death(SUIDjand SudderDeathin the Young(SDYaseRegistry.

Thisfive-yeargrant, awardedin 2018,supportsefforts to improveinvestigationtechniques promote safesleepeducation
andobtainmore accurateand completedatafor the registrythroughwork with state andlocalchildfatality reviewteams,
coroners law enforcementand DCSTheultimate goalof the work beingdoneisto identify risk factorsfor SUIDand SDY,
disseminatedatadescribinghesecircumstancesandimprovepreventionprogramminglndianajoins 20 other states
doingthis work, underthe technicalassistancef the CDCGindthe NCFRP.

FRPeceivesapproximately$130,000per yearto train deathinvestigatorson how to conducta full and completeautopsy
andinvestigationand classifythe deathwhena child passesuddenlyand unexpectedlyThemoneyis alsowidely usedto
offsetthe localO 2 N2 yufopirasts asthis hasbeenanidentified barrierin obtainingcompletedata.

Projectactivitiesalsosupporta partnershipbetweenFRPL { 5 Gefamicsand NewbornScreenind’rogramandthe
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IndianaUniversitySchoobf Medicineto identify geneticcausesf deathin childrenrelatedto undiagnosectardiac
arrhythmiasandepilepsy.

In SeptemberFRRetaineda full-time SUID/SD€oordinatorto overseeandimplementthe projectgoals.Bythe end of
2018,the SUID/SDYrojecthadenrolledfour localchild fatality reviewteams,whichincludeeighttotal counties.Teamsare
beingtrained on the SUIDDecison-MakingAlgorithm (AppendixB), in accordancevith CD(estpractice
recommendationsandtechnicalassistancendfinancialsupportare available uponrequest.To better understandthese
deaths,atissueandblood sampleis procuredat the time of autopsy.Parentscanthen consentto havethesesamples
savedin abiorepositoryfor DNAbankingif they mayeverwantto useit for genetictestingor other purposes.Theparents
alsothen havethe option to allow a portion of this sampleto be usedfor researchat the CDCFamiliesare connectedwith
appropriateresourcedo educatethem aboutthe geneticmarkersidentified that maybe presentin other family members.
Thesegenetictestscanoften be expensiveor both coronersandfamiliesto complete A portion of the grantfundshas
beenallocatedto assistfamiliesthat wishto receivegenetictestingto preventother suddendeathsin the family.

Autopsyfindingswill be summarizedwith other casereviewinformation andbiospecimerdata (uponfamily consent)into
the SDYCaseRegistry Analysif this comprehensivalatawill help usbetter understandthe etiologiesandrisk factorsfor
suddendeathin the young.A summaryof the project, autopsyguidancefor coronersand pathologists andinstructionsfor
completingprojecttaskswere developedby the SDYAutopsyProtocolCommittee,composedf medicalexaminerswith
experiencen pediatric,cardiacand neuropathology physiciancoroners,deathinvestigatorsand other medical
professionalsvith experiencen cardiology heurology,emergencymedicine, publichealthandgenetics Theseare being
madeavailableto localteamsand deathinvestigatorsasthey enrollin the SUID/SD€aseRegistryin Indiana.

SUIDITraining
ThelndianaChildFatalityReviewprogrambeganto analyzethe immediateneedsof localteamsandtheir communities

and,in early2014,determinedafocuson the preventionof SUIDand SIDSvasa priority for manyagenciesn Indiana.

Thereexistsa markedneedfor standardizatiorof investigationtechniquesand causeand mannerof deathidentification
andclassificationTothis end, SuddenUnexplainednfant Deathinvestigation(SUIDI}raining opportunitieshave
continuedto be requestedby localteamsanddeathinvestigatorsandthus routinely offered acrosshe state.

SUIDI¢reatedby the CD0n 2006,aimsto standardizeandimprove data collectedat infant deathscenesandto promote
consisent classificatiorand reporting of SUIDcaseCDC2014).It alsoencourageshe inclusionof all appropriatelocal
agencieon the deathscenein order to facilitate anemphasison approachingall investigationsasa team.

In 2017,the IndianaLawEnforcementAcademy(ILEApgreedto beginhostingannualSUDI trainingat its location. The
2018eventtook placeon Oct 26. Thisdaylongtrainingwasattendedby 180 professionalsvho were givenresourcedo
conductSUIDinvestigations.

During2018,the IndianaChildFatalityReviewprogramoffered two localSUIDtraining events.ApproximatelylOOlearners
attendedevents hostedby DelawareCountyand LaPorte County.

Sustainabilityfor SUIDtraining continuesto be a challengeWith fewer than 10trainersin the state,eachof whom
volunteertheir time to conducttheseSUIDEvents,in additionto their other variousprofessionaloles,schedulings
difficult. Additionally,smallerjurisdictionsin Indianaare often in needof the trainingbut are unableto travelto the
traininglocations,dueto either staff or fundinglimitations. The addition of the SUID/SD€aseRegistryalsorequiresmore
intentional SUIDnvestigationsand fatality reviews.Toaddresghis, the IndianaChld FatalityReviewprogramand SUIDI
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trainerswill developa versionof the SUIDEtlassthat canbe taughtwith fewer trainersandin lesstime. Thiswill allow for
more frequent SUIDtrainingandincreaseaccessibilitfor deathinvestigatorsandfatality reviewteammembers.The
SUID/SDoordinatorwill alsoparticipatein the creationof this versionof the SUIDEtlassandthe IndianaChildFatality
Reviewprogramwill pilot thisin 2019.

ChildFatality Review/InjuryPreventionConference

To supportandtrain localteams,the Indiana ChildFatalityReview

o} ProgramleveragedPHHSlockGrant dollarsto offer a statewidetraining
Sealay . cventin varioustopicsdirectly affectinginjury preventionstakeholdersn
Indiana.Thiscomprehensiveinteractiveeventtook placein Aprilasalarge
daylongconferencefor membersof localteams,aswell asother
professionalsvorkingto lessenthe burdenof injury on Hoosierchildren.
With the supportof the IndianaDonorNetwork, Anthem,DCSandthe Play
for KateFoundation)earnerswere offered a seriesof keynote

¥ presentationsand paneldiscussionsiboutissuesfacinglocalinjury
preventionefforts. Speakersncludednationalexpertsin adversechildhood
Figuré3: T‘hglnd}a{ﬁz Sngr erk experience_sopioids,youth s_uicide,preventingchi_ld abu_se,aswell as
partnered with the Child Fatality Review representativedrom the NationalCenterfor FatalityReviewand

program to bring the conference to Indiana, ~Prevention.Theexperiencevasenhancedoy anexhibitionhall, showcasing
and provided this race car as an exhibit. preventionprogramsand advocacygroupsfrom acrosshe state.

e,

More than 260 professionalearnersfrom aroundthe state
attended. Localpreventionwork washighlighted,and guidanceon
preventionactivitiesaimedat thoseissuesaffectinglndiana
childrenwasoffered. Attendeeswere givenresourcego take back
to their communities andthe speakersffered guidanceon best
practices for implementingpreventionprogrammingn Indiana.

YouthWater Safety& DrowningPreventionCommittee( YWSDPC)
In early2015,membersof the Marion CountyChildFatalityReview
Teamnoticedatrend of water-relatedfatalitiesand assembleda
groupof professionalgor whom water safetyand drowning
preventionare afocus.MembershipincludesPreventChildAbuse,
SafeKids,IocaIfirgfi_ghters,the IndiangDepgrtm_entof Natural Figured: A panel of injury prevention experts, sharing
Resource$DNR)jnjury preventionepidemiologistsaandthe local how they turned local fatality review recommendation
healthdepartment.ThisYouthWater Safety& Drowning into action.

PreventionCommittee(YWSDP @®eganmeetingmonthly to

examinethe burdenandincidenceof childhoodinjury anddeathdueto water hazardin Indiana,with a specificfocus

on pool safetyandretention ponds.Discussionsurroundedwhat water hazardsare mostdangeroudor childrenand

how to bestreducethe associatedisks,aswell ascurrentstate andlocalregulationsand statutesgoverningpool
barriers,retention pond construction,water safetylessonsand personalflotation devices.

In August2015,the statewidecommitteeacceptedthe YWSDP@&sa sub-committee. Thisaffiliation aidsin the
capacityof the YWSDP@ acceswital recordsdatato better understandthe causesand circumstancesf accidental
water-relateddeathin Indianachildren. Themissionof the YWDSP( asfollows:
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& ¢ K\BSDP® a collaborativeeffort to assistthe StatewideChildFatality ReviewCommitteein their effort to increase
publicawarenessind promotewater safetyand preventdrowningand neardrowningincidentsamongour & 2 dzii K ® ¢

In 2018 the YWSDP@ssistedn the creationandreleaseof a comprehensiveeport about drowningdeathsin Indiana.
Representativefrom the subcommitteeparticipatedon a taskforce partneringwith the DNR Departmentof Homeland
Security DCSand ISDHThistaskforce sharedextensivedataarounddrowningdeathsin Indianaand examinedseveraldata
pointsand demographicsThecollaborativedataanalysigevealedthe necessityto shareinformation criticalto targeting
interventionsor evaluatingsuccessn prevention.Thissharingof dataamongour state agencieprovidedthe mostrigorous
andcomprehensivanalysisandreportingto date. Thisreport waswidely distributed through all of theseagenciesand will
drive manydrowningpreventionefforts. Thisreport is availableat https://bit.ly/35rbK4x

[ KA f Bai@yedwvrkLearningCollaborative

Inspring2018,the/ K A f Fsaf@yNadwiorkoffered anapplicationprocesdor statesto participatein aLearning
Collaborativen one of five topic areas:suicideprevention,SUID bullyingprevention,poisoningpreventon andteen driver
safety. TheFRPwith supportfrom DCSndthe IndianaFamilySocialServiceAssociatio(FSSAgppliedfor andwas
invited to participate in learningcollaborativegocusedon SUIDand suicideprevention.

Theoverarchingaimofthe/ K A f FSaf&yl/e@raingCollaborativg CSLO¥to reducefatal and seriousinjuriesamong
infants, children,and adolescentsn participatingstatesandjurisdictionsby buildingandimprovingpartnershipsand
implementingand spreadingoest practices gspeciallyamongthe mostvulnerablepopulations.Statestrategyteamsare
composedof key staff and externalpartnerswho areworkingon a giventopic area.Strategyteam membersare tasked
with implementingand spreadingevidencebasedstrategiesand programsfrom the changepackagesteportingmonthly
data,and participatingin CSL@ctivities,includinglearningsessionstopic callsthat foster crossstate andjurisdiction
collaborationin a child safetytopic area,technicalassistancavebinarsthat build capacityin crosscutting child safetytopics
(e.g.populationsand settings)and quality improvement.

TheSuicideLearningCollaborativeconvenedby invitation in August2018.Representativefrom the followingagenciesand
initiativesparticipatedby phoneto learnmore aboutthe projectand proposedactivities:

ISDHratalityReviewand Prevention WarrickCountySchools

ISDHTraumaand Injury Prevention PlainfieldCommunitySchools

CommunityHealthNetwork ¢ ZeroSuicidessrant PreventChildAbuselndiana

DCS IndianaYouthlnstitute

Departmentof Education IrelandHomeBasedServices

ISDHViaternal & ChildHealth FSSMivisionof Mental Healthand Addiction

Departmentof HomelandSecurity AmericanFoundationfor SuicidePrevetion ¢ Indiana

IndianaSchooMental HealthInitiative Mental Healthof Americag Indiana
IndianaLocalCoordinatingCouncils IndianaLocalSuicideCoalitions

While the originalproposedactivitiesincludeda PlanDo-StudyAct cycleof the implementationof Gatekeepesuicide
preventiontrainingin Indianaschoolsjt quicklybecameapparentthis work wasalreadyunderwayin Indianathroughlocal
suicidepreventioncoalitions.Assuch,the IndianaSuicidePreventionNetwork AdvisoryCouncil(ISPNACGIndthe Indiana
SuicidePreventionNetworkwere subsequentiyengagedTheirexpertiseon the challengef trainingand advocacywork
acrosghe statewill be invaluableasthe LearningCollaborativecontinuesits work andformalizesa strategicplaninto
2019.

Toreduceinjuriesanddeathsrelatedto unsafesleeppracticesthe SUIDPreventionLearningCollaborativedeam alsohas
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partneredwith the IndianaHospitalAssociatiorto documentand evaluatesafesleepeducationprovidedto new parentsat
hospitaldischargeThisinformationis currentlyrequestedfrom hospitalsonceor twice per calendaryear,andthe goalof
this collaborativeeffort will be to movetoward quarterly reporting.

SUICIDEASIREVIEW

Top Injury Causes of Death by Age Group:
Background: [Vital Records Data 2013-2017)

deathfor Indianaresidentsbetweenthe ages
of 15and24 Since2009(l ndianaYouth Motor Vehicle Motor Vehicle Mator Viehicle Mator Viehicle
Institute, 2019. Thenumberof pediatric e o Tl e
suicidedeathshassteadilyincreasedverthe
pastfive years.Suicides a completely
preventablecauseof death, but
understandinghe riskfactorsisimperativeto
informing preventionwork in the state.In an
effort to establishaccurateandbaselinetrend
data,aswell asascertainthe effectivenesf
deathinvestigationsand postventionwork
beingundertakenin Indiana,the statewide
committeebeganin 2017aretrospectivecase
reviewof youth suicidesn Indiana.Advisory
guidancewasoffered by the MontanaSuicide
FatalityReviewPreventionprogramcoordinator. Theprogramrecommendationgor caseidentification,casecollection,
anddatatrackingwere all consideredasthis reviewprocessvasput into actionby the statewidecommittee. Thecase
reviewof youth suicidescontinuedthrough2018andinto 2019.

SLIDs
(426)

Suffecation (other) Homicide Homicide Suicide Suicide
(0] [44) [21) 18] (11%)

Homiclde Drawning Drawning Hemicide Hemicide
(49) (33) (17) 126) 188)

Mator Vehicle
Actidents
(12)

suffocation Fire Drowning Paisaning
{22} {12} 17 17

Suffacation/
Strangulation

(7

Palsoning Fire
(&) (20}

Polsening & Fire Drowning
(8 each) (12)

Figure5: Top Injury Causes of Death by Age Group, Indiana

Selection fiteria:

Togarneralargeenoughsamplesizefor analysisdeathsoccurringin 2015 and 2016 were identifiedhesecasesvere
identified usingvital recordsdeath certificate dataandin cooperationwith the IndianaViolentDeathReportingSystem
(INVDRSPeathswherethe mannerof deathwassuicidewere includedfor review. Vital Recordsdentified 67 casedor
review,and INVDRSdentified anothertwo deaths of out-of-state residents wherethe deathoccurredin Indiana.This
bringsthe total to 69 suicidedeathsto review.

ReviewProcess
Thepurposeof the completeretrospectivecasereview of youth suicidesvasto gathercompletecaseinformation and
identify anytrendsor riskfactorsin youth suicidein Indiana.

Tomore accuratelyassesshe circumstancegndgapssurroundingthe death, professionaldrom the FSSMivisionof
Mental Healthand Addiction(DMHA)agreedto activelyparticipatein the statewidecommitteefor the duration of this
project DMHAIs not only contributingto the reviewdiscussiongand offeringinsightto the mentalhealthtreatment of
youth Indiana,but it isalsoproviding,whenappropriate,mental healthrecordsfor eachof the youth. Alongwith the
DMHArecords,if available DCSs sharinginvestigationreports on childrenwith whomit hasinteracted
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Accessingasereviewdataandinvestigationreportsfrom the local teamsis often challengingRecordsarerequestad from
localteam chairs,coronersand law enforcement.While manyhavebeenresponsiveandreadilysharedcasedata, some
teamshavenot providedinformation. In someinstancesthis is becausehe currentcoronerwasnot in office at the time
of the deathandis unableto accesghe casereport(s) of hisor her predecessorbecausehey were not keptin electronic
form. Asthe suicidereviewcontinuesinto 2019,the statewidecommitteewill be discussingnethodsto encourage
participationby the localteams,includingengaginghe assistanc®f the prosecutingattorneysin eachjurisdiction.

Afurther barrierto gatheringcasereportsis the processof datasharingbetweenlocalcoronersandlaw enforcement
agenciesvith the ISDHDivisionof Traumaand Injury Prevention,asit pertainsto the IndianaNationalViolentDeath
ReportingSystem(INVDR} Thenature of the data-sharingagreementscurrentlyin placebetweenINVDRStaff andthose
agenciegrovidingcasedata meansthat the reports cannotbe shared,evenbetweendivisionswithin ISDHA small
numberof coronersandlaw enforcementarereluctantto shareinvestigationreportswith the statewidecommittee,as
they are alreadysubmittingto the INVDRStaff and believethe multiple requestsfor the samereportsto be burdensome
andredundant.With this understandingChildFatalityReviewstaff hasintentionally partneredwith the Divisionof Trauma
andInjury Preventionto amendthe data-sharingagreementgo allow dataanddocumentsharingbetweenISDHivisions.
Theseprocessmprovementswill continuewith the implementationand expansiorof the SUID/SDCaseRegistryaswell
aswith additionaltechnicalassistancerovidedto localteams

Finally while a handfulof localteamsinput their casereviewdatainto the CDRCRSIponcompletionof their child fatality
reviewprocessesThestatewide committeethusrelied on its own independentreviewfor this analysisof riskfactors,
rather than gatheringthe aggregatedatafrom the CDRCRSTheprocessof datacollectionand casereviewbeganin early
2017, andthe statewidecommitteereviewed20 caseghat year.Another28 casesvere reviewedin 2018,andthe
statewidecommitteefinalizedreviewsin 2019 ThestatewideChildFatalityReviewprogramcontinuesto offer to provide
assistancend/or fundingfor theseefforts to facilitate more thoroughdataentry that allowsthe statewideprogramto
more efficiently extractand aggregatdindingsand providerecommendationgor the statewidecommitteeto analyze.

It shouldalsobe noted that, per the definition of fatality review,the procesdy the statewidecommitteeis a post-event
reviewof deaths.Thismeansthat the emphasidor the decedentds postvention, but for Indianayouth, the emphasiss
prevention.It isimperativeto take the lessondearnedfrom thesesuicidedeathsand applythemto at-riskyouth across
the state.
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Findings:

CauseandManner B _ B _
Dueto the nature of the retrospectivereviewandthe Specific causes of death identified by review of
selectioncriteria, all the deathsreviewedhada youth suicide cases:
mannerof deathlisted assuicide.Thecausef death
observedare summarizedn Figue (5). Asphyxia I 35
Firearm-related [N 28
Overdose [l 2
Other ] 1
Age& Genderof Decedent
Thisretrospectivereviewwaslimited to suicidedeaths
amongchildrenunderagel8. Theobservedrangeof Figure 6: Cause of death in youth suicide deaths

agesof suicidedeathsreviewedby the teamwas10to

17years(Hgure6), with mostof the casesccurringin children14-17 yearsold. Theaverageageof the childdeath
reviewedwas15.4years with little differencein agebetweenfemalesandmales(15.5vs.15.3year9. Adifferencein age
wasnoted betweenspecificcauseof death,with childrendyingby selfinflicted gunshotwound being on averageolder
thanthosedyingof selfinflicted asphyxiadeaths(15.8vs.15years).

Malesaccountedfor nearly67%of youth
suicidedeaths,twice asmanyasthere were
amongfemales.Thisgenderdistribution had

Number of youth suicide deaths by child's age:

21 . S
beennoted previouslyin vital recordsdata. In
1 addition, the majority of youth suicides
1 13 reviewedwere white, non-Hispaniq86.3%)a
smallpercentagewere black,non-Hispanic
4 I I (6.1%)and Hispanicanyrace(7.6%).
1 2
- m B
10 11 12 13 14 15 16 17

Figure 7: Age of youth at time of suicide death

SchoolAgeChildren

Ofthe 66 casegeviewed,14 of the childrenwere enrolledin middle schoolor below,and51 of them had attendedhigh
school(grades9-12).Onlyone of the casesnvolveda childwho had droppedout andwasno longerenrolledin school.The
IndianaDepartmentof ChildServicegDCSyvasinvolvedin this reviewprocessandwasableto identify that five of the
childrenhada history of child maltreatmentasa victim, two hada history asa perpetratorandtwo hadopenDCSasest
the time of their death.In addition, sevenchildren(10.6%had somecriminalor delinquentrecord,and 10 (15.1%hada
history of substanceuse.Theseare all significantfor understandingvherethe populationof childrenat riskfor suicidecan
be found andthe serviceghey arereceiving.lt is alsoimportant to note that thesechildrencomefrom variedbackground
andthereisnod 2 ¥ & 2 thikfiés all of their lives.
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Mental HealthHistories

DMHAwasalsoableto providementalhealth servicerecordsfor the childrenwho hadreceivedservicesfrom Community
Mental HealthCenterd CMHG). Almosthalf of the childrenwho died by suicide(45.5%hadreceivedprior mentalhealth
servicefrom a CMHCA smallerpercentage(24.2%)were receivingmental health servicesat the time of their death,and
25.8%were on medicationsfor mentalillness.Twoof the childrenreviewedwere found to haveissuesthat prevented
them from receivingmental health servicesjncludinginsurancessuesfamily discord and noncomplianceUnfortunately,
this datais limited to only the childrenfor whom completeinvestigationsvere conducted asthe statewidecommitteedid
not accessnental health servicerecordsfor childrenwho mayhavereceivedservicesundedby privateinsurance A
clearerpicture of mental health servicegprovidedto childrenwho die by suicideis needed,andlocalteamscanandshould
be accessinghis information, reviewingthe appropriateservicerecords,andenteringthis informationinto the CDRCRS.

IncidentDetails

Foreachcaseof youth suicide there is both a date of incidentandthe ultimate date of death. Thoughtheseare often the
same,it ismore informativeto investigatethe date the incidenttook placeandthe detailssurroundthat incident. Analysis
of the detailsof the incidentleadingto deathrevealsmportant detailsaboutthe childwho waslost andthe circumstances
behindtheir death. Figure8 showsthe trend of suicideincidentsby month.

Incidentsappearto peakin the fall andlate Month of Incident

winter, anddrop off duringlate springand

summer.Pairedwith the informationfrom the

reviewthat all but one of the childrenwere

enrolledin school the trend noted seemsto be > >

relatedto time spentin school. Thepeaksoccur I I 2 I I I I
|

& <& »

in the middle of the schoolsemestersandthen
incidentsfall off aslongschoolbreaksnear. QA&
F F &R SO ¢§ @ 6°
& QZ)OQ N v & Qé

R

Lookingmore specificallyat the day of the week
Sundaysvere the mostcommondayof the Figure 8: Age of youth at time of suicide death
incident(21.2%of casespnd Mondaysand

Saturdaysverethe leastcommondays(10.6% Approximate Time of Incident
each).Therewasawide rangeof the
documentedapproximatetime of the incident,
with a noted peakin the numberof incidents
occurringbetween5 and7 p.m. (Figure9). This
peakwasonly notableamongincidentsthat
occurredon weekdaysnot on weekendsOne
potential explanationfor this peakisthat older
childrenare mostlikelyto be homealoneand
unsupervisedluringthesehoursafter schoolhas
finishedfor the day.

O N M O

1:00 AM =
2:.00 AM =
3:00 AM ==
4:00 AM =
6:00 AM ===
7:00 AM
8:00 AM ===
9:00 AM ===
10:00 AM ===
11:00 AM
1:00 PM =
2:00 PM ===
3:00 PM =
4:00 PM =™
5:00 PM =
8:00 PM ===
9:00 PM =
10:00 PM =
11:00 PM ===

5:00 AM
6:00 PM =

12:00 AM ==
12:00 PM =
7:00 PM

m Weekday mWeekend

Thenarrativecircumstance®f the incidentand Figure 9Approxmate Time of Incident
personalhistory of the childrenlostwere all
reviewedand noted, whenavailable Figures10 and 11 describefindings.
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Limitations o Circumstances of the Incident
Becauseyouth suicidecaseswvere identified

for this reviewby mannerof deathon the A note was left nE—— ——— 03
deathcertificatesfrom 2015and 2016,this
reviewcouldbe limited. Intention is often
difficult to determinein deathsinvolvingselt
injury. Becausef this, suicideshavethe
potential to receiveaccidentalor

Child talked about suicide I 28
Prior suicide threats were madcnEEEEEEEE——————————— 05
Prior attempts were made m————— 11
Suicide was completely unexpecte innEEEEEEEE————— 13

undeterminedmannerof deathassignations, Child had a history of running awaymmss 5
andthosedeathswould havebeenmissedby Child had a history of self-mutilatiorm——— 8
this review. There is a family history of suicic s 5

Suicide was a part of a murder/suicida 1
Theinitial selectionprocessdentified 69 Suicide was part of a suicide clustes 1
casedor review, but only 66 were ableto be
reviewedby the team. Twoof the missing
casesdnvolvedindianaresidentswho died out
of state,andwe were not ableto locateor

Figure 10: Incident Circumstances

accessecordsrelatedto their deaths.The Recent history of personal crisis:
other missingcaseoccurredin state, but the o
teamwasnot ableto acquireanylocalrecords U e—
regardingthe deceasecahild. However two Breakup with boyfriend/girlfriend m—— g
caseswvere includedin the reviewinvolving Bullying as victim m—— 4
H H H il
dea_lthSOf Ch”drenm Indianawho were not Other serious school problems——————— 4
Indianaresidents. , I 4
Problems with the law ———— 4
. . . I 3
While there were somecommonpersonal Argument w/ boyfriend/girlfriend ————— g
crisesand circumstanceseenin the reviewof Argument w/ other friends n— %
theseyouth suicidedeaths,there wasnot one Emotional neglect/abuse mmmm 1
commonngrratlve.Thena_rratlvels oftenan New schoo! mmm 1
accumulationof multiple circumstancesnd —

. . NONE m—
personalhistoryin the attempt to understand >

the incident. Additionally, in 18 caseq27.2%),
the suicidewasconsideredcompletely
unexpected Whilewe canidentify somerisk
factorsfor suicideamongyouth, theseriskfactorsmaynot be predictivefor future youth at riskandthe teamis confident
that the trendsandfactorsidentified are representativeof youth suicidein Indiana.Theresultingdataand
recommendationsare currentlythe highestquality descriptionof circumstanceselatedto pediatricsuicideriskin
Indiana.Whenlocalteamsdo this challengingvork and enter their reviewfindingsinto the CDRCRSIit becomeanuch
more readilyavailable aswell ascompoundsover severalyears,therebyaddingto the quality of the dataavailable both
in Indianaand nationally.

Figure 11: Recent Personal History

It shouldbe noted that supplementaldatafor publichealth suicidepreventionprogrammingcouldbe accessedrom the
YouthRiskBehaviorSurveillancesystemgYRBSSpevelopedin 1990to monitor health behaviorsthat contributeto the
leadingcausesf death,disability,and socialproblemsamongyouth and adultsin the United States,YRBS&ataare an
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important tool for planning,implementing,and evaluatingpublichealth policies,programs,and practicegCDC2019.
Unfortunately,L Y R A pasfitip@t@nrate in YRBSBasbeenlow in recentyears thus makingthe potentiallyimpactful
dataincomplete.

RECOMMENDATIONS

PreventiorRecommendations

Preventionrefersto specificactionsto be implementedto reducesuicidal behavior.

1) Improvethe capacityfor pediatricmentalhealth carein Indiana.Providetraining on screeningor suiciderisk,
screeningor ACESndimplementingappropriateinterventionpracticesin all pre-professionaschoolingprograms
(nursing,socialwork, medicalschool,education etc.).

Whenchildrenareill with a physicaillness parentsdo not often wait severaimonthsto takethem to a careprovider.
However with regardto mentalhealthissueschildren,parentsand caregiversften mustwait week,or evenmonths,
to obtainthe appropriatecare.Alackof mentalhealth providers,andtrainingand supportfor parents,educatorsand
caregiverdasledto substantialbarriersto mentalhealth carefor Indianayouth. Universitiesand pre-professional
training programsshouldpartnerwith schoolsand other mental healthadvocatego improvethe availabilityof
pediatriccarein the state.

Adversechildhoodexperiencespr ACEsare traumatic eventsthat mayoccurin childhood(birth-17 years)suchas
experiencingsiolence,abuseor neglect;witnessingviolencein the home;or havinga family memberattempt or die by
suicide Alsoincludedare aspectsf the O K A énRréhénentthat canunderminetheir senseof safety,stabilityand
bonding suchasgrowingup in a householdwith substancemisuse mentalhealth problems,or instability due to
parentalseparationor incarcerationof a parent, siblingor other memberof the household.Traumaticeventsin
childhoodcanbe emotionallypainful or distressingand canhaveeffectsthat persistfor years(CDC2019).
Unfortunately, ACE&re not acommonlyunderstoodchallengefor children,andtraumainformed carehasonly
recentlygainedtraction in Indianaschoolsandclinics.ByincorporatingACE®ducationinto pre-professionaprogram,
Indianacanincreasethe capacityof educatorsand clinicianswho are informed and capableof assistingchildren,as
theylearnandgrow.

Youthwho are facingsocialor emotionalchallengesrequently givewarningsignsof their distress.Teachershome
visitorsand medicalcliniciansare uniquelypositionedto implementa screeningorocesdor thesewarningsigns.By
standardizinghe educationprovidedin pre-professionaprograms.especialljthosein direct serviceto youth,
providingearlydetectionand appropriateresponseo high-riskbehaviorsand statementscanhelp decreasehe
incidenceof pediatricsuicide Additionally, it is criticallyimportant to equip pre-professionalsvith the resourcesand
skillsto interveneand/or providereferralsto carewhensuicideriskis detectedin youth.

2) Encouragéndianacommunitiego adoptthe Hande with Careprogram.
/| KAf Iv%mﬁisyrr@bécrime,vioIenceandtrauma,orotherACEscanserioustaffecttheir ability to focus,behave

appropriatelyandlearnin school.Thestressorson the child canhavea deleteriouseffect on schoolperformance,
mental healthand stability.
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TheWestVirginiaDefendingChildhoodinitiative, commonlyreferredto asd | | ywRt /S NiBtailéred to reflectthe
needsandissuesaffectingchildrenin WestVirginia.Theinitiative, a collaborativeeffort of key stakeholdersand
partners,buildson the succes®f provenprogramsthroughoutthe country. Thegoalof the initiative isto prevent

OK A f & yfdddraumaandviolence mitigate negativeaffectsexperiencecdoy O K A f RXpdSyfefddrauma,
andto increaseknowledgeand awarenes®f thisissue.

TheHandlewith Careprogramwaorksto allow childrenandyouthto remainin schoolandin their classroomgor better
learning;allows for all membersof a communityto understandandrespondto traumain a positivemanner;and
providesfor the possibilityof onsite mental health servicesat the schools

Handlewith Careprogramspromote safeand supportivehomes,schoolsand communitiesthat protectchildren,and
help traumatizedchildrenhealandthrive. Handlewith Care encourageschootcommunitypartnershipsaimedat
ensuringthat childrenwho are exposedo traumain their home,schoolor communityreceiveappropriate
interventionsto helpthem achieveacademicallyat their highestlevelsdespitewhatevertraumatic circumstanceshey
mayhaveendured.Regardlessf the sourceof trauma,the commonthreadfor effectiveinterventionisthe school.
Handlewith Care supports childrenand familiesthroughimprovedcommunicationand collaborationbetweenlaw
enforcement,Departmentof ChildServicesschoolsand mental health providers,and connectsfamilies,schoolsand
communitiesto mentalhealthservices.

Firstrespondersandother agenciegarticipatingin Handlewith Careprogramsprovidethe schoolwith ad K S HzRJA
whena child hasbeenidentified at the sceneof atraumaticevent Teacherdrained on the impact of traumaon
learningthen incorporateinterventionsto mitigate the negativeimpactof traumafor identified students.When
appropriate,a counselingorofessionatanbe involvedin the O K A darfe @ndlassisinthe ¥ | Y AhéaBn@Mental
healthinterventionscanbe intentional,andincludeaccommodations$o reducethe impactof ACEsandtraumaon
Indianayouth.

3) Enforcesuppot andimprovelC20-26-5-34.4in Indianaschools

Indianalegislativecode containslanguagemandatingsuicidepreventiontrainingfor all Indianaschools Beginning
after June30,2018,eachschoolcorporation,charterschooland accreditednonpublicschoolshallrequireall teachers
andother appropriateschoolemployeesn schoolswith grades5-12 to attend or participatein at leasttwo hoursof
researchbasedin-serviceyouth suicideawarenessand preventiontraining everythree schoolyears.Trainingprograms
aredefinedasthosethat are & 6 demonstratedto be an effectiveor promisingprogram;and (2) recommendecby the
ISPNAQ ¢

Guidanceon training programsand appropriateactivitiesis providedby the IndianaDepartmentof Education(DOE)A
guidancedocumentdescribesacceptablemethodsof fulfilling the requirements,includingthe staff membersto be
trained;the stafftime requiredto conductthe training; the format in whichthe training canbe conductedwhois
qualifiedto providethe instruction;andgivessuggestiorfor fundingthe efforts.

To date, manyIndianaschoolsystemshaveyet to successfullgompletethis obligation.Reasongor this vary,including
lackof instructiontime, misunderstandingf appropriateprograms andthe availabilityof resourcesUnderstanding
the impactof educatorson the screeningdetection,andreferral processor mental health servicedor Indianayouth,
expandingsupportive efforts to meetthe requirementssetforth by IC20-26-5-34.4is critical. DOEDMHA the Indiana
SchooMental Healthinitiative, and ISDHare encouragedo continueto collaboratewith localsuicideprevention
coaliionsto assistg either throughtrainingresourcesguidance or fundinggeducatorsacrosshe state.
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i~inati i ; HEALTH OF HIGH SCHOOL STUDENTS: YOUTH RISK
4) Increaseparticipationof Indianaschooldn the YRES S HEH VIO SRVEVIRESDL TS

Although progress has been made, there are still too
many students reporting risky sexual behaviors,

high-risk substance use, violence victimization,
and poor mental health, including suicide risk.

Increasedparticipationin the YouthRiskBehaviorSurveillance

SystemgYRBS®) Indianaschoolswill enhancedataavailable, BT

. - LA fin .. . . . \ /
andimprovethe a U | ¢afa@tito addresssuicideriskin Hoosier
youth. Figurel2 showsa graphicrepresentationof the mostrecent T During the past year,aimost |  32%

i i i . positive mental health. 1in 3 students persistently
surveyda_ltaavallable @sn pertalnsto_ adole_scenr_nental health ' hSsttve méntal hoalt oo leriorsid
Informationsuchasthis couldbe criticalto informingcommunities, mental health by _
policymakersandcliniciansaboutthe challengesacedby Indiana bl i el Students who made | "
students to help. a suicide plan.

youth. -

. WHY IS THIS INFORMATION WHAT CAN BE DONE?
Conductedduring FebruaryMay of eachodd-numberedyear,the L MRRIANT. e s
YRBS8&sksstudentsquestionsabout health behaviorsand mesereun ks oo (etha)—(p)—(88) :
activities,suchaseatinghabits,alcoholand drug use,tobaccouse, = S e e B
riskysexualbehaviors suicideideationandmental health,and S s,

behaviorsassociateavith increasediskfor injury. CDGand other
federalagenciesise YRBS&atato assessrendsin priority
health behaviorsamonghigh schoolstudents,

monitor progresstoward achievingnational

Figurel2: Snapshot of adolescent mental health, base
on YRBSS data

health objectives,andevaluatethe contribution YimebageTrpeciiebrsia .

of broad preventioneffortsin schoolsand other £ | apanaon ‘
settingstoward helpingthe nation reducehealth Boson WA
riskbehaviorsamongyouth. Usingthis and other ookt e ek
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interventions.

In areport releasedn June coveringthe reporting period from September2016to December2017,Indianawaslisted
asand dzy ¢ S A felFHRe13). Weightingis amathematicalprocedurethat makesdatarepresentativeof the
populationfrom whichit wasdrawn (CDC2019) In the YRBS®nly surveyswith a scientificallydrawnsample,
appropriatedocumentation,andan overallresponserate of at least60%are weighted.ForIndiana,thesegoalswere
not achievedin the mostrecentsurvey.Locateamsand other communityleaders,in cooperationwith the YRBS$taff
at ISDHare encouragedo advocatethat all Indianaschooldistrictsactivelyparticipate in the upcomingYRBS$\
sampleof the YRBSSurveytool, includingquestionspertainingto adolescenimental health, canbe accessedhn
AppendixC
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InterventionRecommendations

Intervention refersto specificactionsto be implementedin responseto suicidalbehavior.

1)

2)

Clinicianstherapists socialworkersand other careprovidersshouldintentionallysharea @ 2 dzihigtd®y®f suicide
attempts, suicidalideations,and mental healthdiagnoseswith the O K A dth@r@aiegiversandtheir schoolin orderto
ensurea consistentjnformedcontinuumof care.Schoolsand family practicephysiciansanthen be informedof
potentialtriggersfor eachchildat risk,andthusbeinvolvedin safetyplanningwith careprovidersandfamilies.

In severalpediatricsuicidedeathsreviewedby the statewidecommittee,the childwasreceivingservicesrom a
mentalhealthclinician,andyet the schoolsystemwasunaware.Additionally mentalhealthservicesand medications,
if appropriate,were not coordinatedwith other health providers,suchasprimary carephysiciansThelackof
communicatiorbetweencareproviders,includingfamiliesand educators often led to disjointed,or evenconflicting
careprovidedto the child.

Sharinga child'shealthinformation with andbetweenvarioushealth providersis animportant part of the Medical
Homeconcept,especiallywhen severalspecialistsare caringfor the child. With accesgo allimportant information,
physiciangcanmakethe bestdecisionsavoidduplicationof testsand servicesand minimizethe risksof usingthe
wrongdrugsor other treatments.Otherproviderscanbe surethat their servicesare consistentwith the overallplan
andcanwork with your MedicalHometo makesurethe child getsthe bestcarepossible(MedicalHomePortal,2019).

Healthcareprovidersare encouragedo sharementaland behavioralhealthinformationto enhancepatient treatment
andto ensurethe healthand safetyof the patient or others.Parentsfriends,educatorsand other caregiverof
individualswith a mentalhealth conditionplayanimportantrole in supportingthe O K A tre&trfedt.

Encourageexpandedraining for parentsand peermentorsto assesg$or andrecognizesuicidalideationin childrenand
adolescentsandreceiveguidancefor reportingor referringat-riskyouthto care.

Severabf the childrenwho died by suicidein 2015and 2016told a peer or trusted adult of their intentionsprior to
completingtheir suicide . Unfortunately,too manyyoungadults,educators and parentsstill are unsurewhat to do for
anadolesceniwho expressesuicidalideations.Introducinga standardsuicidepreventionprogramin Indiana,
includinganonymougeporting resourcesijs criticalto not only improvingthe capacityof peersandcaregivergo find
assistancdor thoseat-risk, but alsoin reducingthe stigmaassociatedvith suicideriskandmentalhealth challengesn
youth.

Anexampleof an evidencebasedprogramwith demonstratedeffectivenesss Sourceof Strength(SOS)SOSs a
suicidepreventionprogram,designedo build protectiveinfluencesandreducethe likelihoodthat vulnerableyouth
will becomesuicidal. Theprogramtrains studentsaspeerleadersand connectsthem with adult advisorsat the school
andin the community. Theprogramis strength-basedand promotesprotectivefactorslinkedto overallpsychological
wellnessandreducedsuiciderisk (Source®of Strength,2019. SOSs beingsuccessfullymplementedin selectschool
systemsn northern Indiana,but a cohort of schooldistrictswith the highestratesof youth suicidewould benefit from
the program Trainersalreadyexistin Indianaand canbe recruitedto offer their expertiseto the newly-trained staff
andpeers.

Thebarrierto this implementationis the costto the schooldistrict, but the returnscouldbe immeasurableas
resiliencyand help-seekingoehaviorsin Indianayouth are increased.

Indiana Statewide Child Fatality Review Committee Annual RefjoRage 25



PostventionRecommendations

A post-vention is an intervention conductedafter a suicide largelytaking the form of investigativeresponseand
supportfor the bereaved.

1) Allpediatricsuicidedeathsshouldbe completelyinvestigatedjncludinga reviewof social,medicaland educatioral
histories,and a SuiciddnvestigationChecklistompleted.

Indianadeathinvestigatorsare encouragedo adopta standardizechpproachto deathscenesnvolvingpediatric
suicide.Thisstandardizatiorwill not only ensureaccuracyf causeand mannerof death assignationsn thesecases,
but alsoprovide detailedinformation on the causeand contributorsto the deaths.Collaboratiorbetweenlaw
enforcement,coroners,DCSand publichealthisimperativeto completedeathsceneinvestigation.aswell asthe
ability to respondto survivingfamiliesand peers.

A SuicideinvestigationCheklist(AppendixD) canbe completedby investigatorsrom O 2 NP ¢ifceshr @w
enforcementagenciedor all potential suicidedeaths.Thepurposeof the form isto captureriskfactorsand
circumstancealatain suspectedr knowncasef suicide,aswell asgeneralmortality informationto be usedin
preventionefforts, not to determinepossiblenegligenceor accountability . Thisform canalsoserveasatemplate for
gatheringinformationto be submittedwith the death certificate andto the INVDR®$rogram.Deathsceneshouldbe
evaluated evidencecollectedandvictimologyascertainedhroughinterview, reviewof socialand medicalrecords,and
familyandpeerinterviews.

Keystepsfor a suicidedeathinvestigationshouldinclude:
1 Obtainingbackgroundnformation (medicalandsocial);
1 Askingaboutanywarningsigns,ncludingpreviousexpression®f suicidalideation;
9 Findingout aboutriskfactors,includingrecentdeathsin the family, socialstressorsor a family history of
suicide;
1 Seekingsuicidenotes,includingsocialmediaactivity; and
1 Determiningif victim had previoussuicideattempts.

TheSuicidelnvestigationChecklistjn conjunctionwith a coordinateddeathinvestigationwill not only providefor
accuratedeath certificatedataandinformation for the family, but alsoassistpublic health professional&ndlocalchild
fatality reviewteamsunderstandthe circumstance®f the death, and provideinformed preventionandintervention
recommendationsThelndianaCoroner§XrainingBoardshouldwork in conjunctionwith other partnersto improve
the capacityof coronersandtheir staff do this work, aswell asoffer resourcedoward its support. Otherdeath
investigatorsjncludinglaw enforcement,DCSatality staff andthosecertified in psychologicahutopsy shouldalso
receiveappropriatetrainingandassistin standardizednvestigationpracticesp
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2)

3)

4)

Improvethe capacityfor Psychologicahutopsyin Indiana,and standardizets usefor all suicidedeaths

Psychologicautopsycanbe a valuabletool for fatality reviewsof completedsuicide.ln additionto collectingall
availableinformation on the deceasedp in the form of medical,social,education,deathsceneandcriminalrecordsq
the methodinvolvescollectinginformationviastructuredinterviewsof family members relativesor friendsaswell as
attendinghealthcarepersonnel A psychologicahutopsysynthesizeshe information from multiple informantsand
records(AmericanAssociatiorof Suicidology2019).

While Indianastrivesto consistentlyutilize fatality reviewfor pediatricsuicidesand overdosedeaths,the addition of
psychologicaautopsyfor thesewould be beneficial. Thereviewof 2015and 2016 pediatricsuicidedeathsshowedthe
inconsistenciesicrossthe state with regardto investigationpracticesaswell asthe needfor increasedntentional
outreachto familiesand careprovidersafter a child completesa suicide.Evenwith the partnershipof INVDRS,
significantdata points are missingmakingdata-informed preventionefforts challenging.

Professionalsrained in psychologicahutopsyprocedureenhancefatality review programs includingchild fatality
review, maternalmortality reviewand overdosefatality review. A lackof certified expertsin Indianalimits the capacity
to utilizethistool to its fullest potential. Thisis driven,in part, by alackof fundingallocatedto trainingand
compensatiorfor those conductingthe psychologicahutopsies More professionalshouldbe recruitedandtrainedin
the practice,andthe utilizationshouldbe standardin all deathswhere preventionprogrammingand postventionfor
familiescouldbe achieved.

Clinicianssocialservicesfuneralhomesand deathinvestigatorsare encouragedo prepareto provideresourceso
survivorsof pediatricsuicideto addresgheir increasediskfor suicidality

Bereavemenby suicideis a specificrisk factor for suicideattempt amongyoungbereavedadults,whetherrelatedto
the deceasedr not (Pitman,et al, 2016). Inmediateresponseby first responderssocialservicesgducators,
communitymembers,andfuneralhomesshouldbe expectedand coordinated,in orderto assisttamiliesand peersin
understandingheir own risk for depressiorandsuicide andfacilitate help-seekingoehavior.Offeringlocalresources
isthe responsibilityof eachprofessionalvho comesin contactwith the survivors Funerahomescanhavereading
materialor the SOSA Handbookfor Survivorsof Suicideavailablefor distribution. Localhome-visitingprograms social
servicesand DCSanoffer in-homedepressiorscreeningsand providereferral resourcedo families.Educatorcanbe
vigilantabout observingthe behaviorsof peersurvivorsof pediatricsuicidedeath, referringto a CommunityMental
HealthCenter if appropriate.

ThelndianaFamilyand SocialServiceg\dministration(FSSAivisionof Mental Health and Addiction(DMHA)are
encouragedo continueto conductjoint reviewswith the IndianaStatewideChildFatality ReviewCommitteewhen
pediatricsuicidedeathsoverlapbetweenthe two groups.

Theretrospectivereviewof the 2015and 2016 pediatricsuicidedeathsexemplifiedthe importanceof collaborative
efforts betweenthe ISDHChildFatalityReviewprogram,the statewidecommitteeand DMHA.Severalteviewswere
enhancedbecauseof the availabilityof the dataand CHMGservicerecordsprovidedby DMHArepresentativesn this
project. Eachmaintainsa policyof reviewingall pediatricsuicides Continuingthe practiceof collaborationon these
deathswill ensurehighquality data,comprehensiveeviews,anda coordinationof preventionresourcesetweenthe
agenciesepresented.
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